INTRODUCTION
Over the past 20 years, there has been a sharp rise in heart disease risk factors and heart disease among American Indians/Alaska Natives (AIAN). [1] [2] [3] AIAN experience a high burden of cardiovascular disease with rates for fatal and nonfatal heart disease approximately two-fold higher than the U.S. population. 2 Cardiovascular disease is the leading cause of death among AIAN in California. 3 Progress has been made in the U.S. with a decline in deaths from heart disease thought to be related in part to coronary revascularization procedures. [4] [5] [6] [7] There is evidence that racial disparities exist among African-Americans and Hispanics compared to non-Hispanic whites in access to and the use of cardiac procedures which are thought to contribute to differences in morbidity and mortality. [8] [9] [10] [11] [12] [13] We are aware of very few previously published studies that compare the cardiovascular procedure rates among AIAN with other racial groups. 14, 15 One found that in some geographic regions of the U.S., AIAN have lower rates of coronary revascularization than whites in the setting of acute myocardial infarction. 14 However, this study did not include California, the state with the largest number of AIAN in the country. 16 That study did not include California because the national hospital and Indian Health Service databases used in the study could identify only a small fraction of hospitalizations for AIAN in California. We aimed to determine whether differences existed in cardiac procedure rates among AIAN compared to nonHispanic whites hospitalized for ischemic heart disease, defined as acute myocardial infarction or unstable angina, in California. To assure sufficient number of hospitalizations we used the California state database for all hospitalizations, and used Indian Health Service data to identify the AIAN more accurately in that database. Thus, we focused on the 37 counties within California included in the Indian Health Service data.
METHODS
We conducted a cross-sectional secondary data analysis of hospitalizations at non-federal hospitals in California. We used the California patient discharge database from the California Office of Statewide Health Planning and Development (OSHPD) for the years 1998 to 2002. This database includes information about admission and discharge dates, patient demographics, diagnosis codes, and expected payer source status for all hospitalizations in non-federal hospitals within California. OSHPD applies several hundred audit rules to patient discharge data to enhance the validity of the data. 17 Nonetheless, in many databases, such as administrative patient discharge data, AIAN are often misclassified. 1, 18, 19 In order to more accurately define AIAN hospitalized in California, we used a state discharge database that had previously been linked with a database of AIAN who used Tribal Health Programs funded by the Indian Health Service serving 37 of the 58 counties of California. 18 
STUDY POPULATION
We included hospital discharges from non-federal hospitals for which the race of the patient was identified in the discharge data as non-Hispanic white or AIAN and residence was in the 37 counties served by Tribal Health Programs. We supplemented the AIAN study group with hospitalizations in which the race of the patient was not AIAN in the discharge data but was an active user in the linked Indian Health Service data. After identification of the study group, the comparison group of nonHispanic whites consisted of hospitalizations in the patient discharge database with "white or Caucasian" in the race field and "not Hispanic" in the ethnicity field. We included those hospitalizations with a primary diagnosis of ischemic heart disease 8,23 which we defined as acute myocardial infarction (AMI) or unstable angina and whose patient age was greater than or equal to 30 years. We focused on these two acute ischemic conditions because they typically require treatment in a hospital and therefore these events are less susceptible to differential admission decisions by patient race that could bias observed rates of cardiac procedures. From these hospitalizations we excluded those with a maternity related secondary diagnostic code (630-677, V27). Ischemic heart disease was defined by the following ICD-9 diagnostic codes: acute myocardial infarction (410, 410.0-410.9) without a 5th digit code of "2" in order to exclude those who were readmitted within 8 weeks for AMI; and unstable angina (411.1).
OUTCOME
We examined three cardiac procedures of interest: cardiac catheterization, percutaneous coronary intervention, and coronary artery bypass graft surgery. Receipt of a cardiac procedure was defined by ICD-9 coding of a primary procedure and up to twenty secondary procedures possible per hospitalization. We used ICD-9 procedure codes to define: cardiac catheterization (37. 
STATISTICAL ANALYSIS
We calculated the number of cardiac procedures during a hospitalization for ischemic heart disease for AIAN and nonHispanic whites. We then compared these cardiac procedure ratios using logistic regression to estimate the odds ratios and their corresponding 95% confidence intervals for receipt of each of these procedures among those with ischemic heart disease. Recognizing that there could be potential differences in the characteristics and health of AIAN and non-Hispanic white patients who are hospitalized for ischemic heart disease, we controlled for age, sex, and comorbidity. We incorporated age as a categorical variable in our logistic model grouped as 30-44, 45-54, 55-64, and 65 years of age or older. We used the Elixhauser Method to adjust for 29 comorbid conditions. 24 In addition, we examined whether hospitalization payer source explained potential differences in the receipt of a cardiac procedure. We categorized hospitalization payers as Medicare, Medicaid, private insurance, other government coverage, and uninsured.
RESULTS
In California, from 1998-2002, there were 796 hospitalizations among AIAN and 90,971 among non-Hispanic whites for ischemic heart disease in the 37 study counties. Of the 796 hospitalizations for ischemic heart disease among AIAN, 557 of the hospitalizations were among active users of the Tribal Health Programs, and 396 of those hospitalizations had race codes other than AIAN in the unlinked California patient discharge data. Thus, 50% (396/796) of the hospitalizations for AIAN for ischemic heart disease in the 37 counties were identified through the linkage of the patient discharge data with Indian Health Service data. AIAN hospitalized for ischemic heart disease were younger on average than non-Hispanic whites hospitalized with the conditions acute myocardial infarction or unstable angina (Table 1) . Ischemic heart disease hospitalizations for AIAN were more likely to be paid by Medicaid and less likely paid by Medicare compared with those for non-Hispanic whites. The majority of ischemic heart disease hospitalizations were for AMI among both groups.
Comorbidities for ischemic heart disease hospitalizations were similar among AIAN compared to non-Hispanic whites (Table 2 ). However, AIAN as compared to non-Hispanic whites were more likely to have uncomplicated or complicated diabetes. Renal failure and obesity were also more common among AIAN as compared to non-Hispanic whites.
Cardiac catheterizations occurred in less than half of the hospitalizations for ischemic heart disease for both AIAN (40.9%, 326/796) and non-Hispanic whites (40.8%, 37,108 / 90,791). Similarly, 43.3% (345/796) of the hospitalizations for ischemic heart disease among AIAN had a percutaneous coronary intervention and 42.3% (38,459/90,791) of the hospitalizations among non-Hispanic whites. Coronary artery bypass graft surgery occurred in 10.9% of ischemic heart disease hospitalizations for AIAN (87/796) and 8.2% for nonHispanic whites (7517/90,791).
In unadjusted and adjusted analyses, the odds of having a cardiac catheterization or percutaneous coronary intervention during a hospitalization for acute ischemic heart disease were statistically similar between AIAN and non-Hispanic (Table 3 ). However, AIAN had statistically significant higher odds of receiving coronary artery bypass graft surgery than non-Hispanic whites during a hospitalization for ischemic heart disease in the unadjusted analysis. These results were no longer statistically significant following adjustment for other demographic characteristics, co-morbidities and payer source.
DISCUSSION
There is very limited information on disparities in cardiac procedure use among AIAN, a population that is culturally diverse and dispersed throughout the United States, but AIAN have one of the highest prevalence rates of cardiovascular disease. 1, 2, 25 We found that during hospitalizations for ischemic heart disease AIAN had similar rates of the cardiac procedures, cardiac catheterization and percutaneous coronary intervention, both before and after adjustment for covariates as non-Hispanic whites. However, for coronary artery bypass graft surgery, we found higher rates among AIAN as compared to non-Hispanic whites hospitalized for ischemic heart disease in unadjusted analyses that then attenuated and were no longer significant after adjustment for age, sex, comorbidities, and hospitalization payer source. Our results differ from a previous study that found AIAN less likely to receive a cardiac catheterization or percutaneous coronary intervention in the setting of an acute myocardial infarction as compared to whites in specific geographic regions of the U.S.
14 This same study also found that AIAN with diabetes were less likely to get a coronary artery bypass surgery, but there was no difference among those without diabetes as compared to whites. 14 California was not included in that study, because it was done using an Indian Health Service hospitalization database and California does not have any an Indian Health Service funded hospital, and California has the lowest per capita Indian Health Service funds for financing hospitalizations in other hospitals. 14, 18, 26 It is possible that the availability of the Tribal Health Programs in the California counties we studied contributed to our finding of no disparities in cardiac procedures during a hospitalization for ischemic heart disease between AIAN and non-Hispanic whites. Even though the Tribal Health Programs are severely limited in the amount of specialist or hospital care they can purchase for their users, it may be that these programs play a significant role in informing and empowering AIAN about their health care choices. Alternatively, our findings may reflect a difference in the practice patterns between Indian Health Service hospitals previously studied outside of California and the use of non Indian Health Service hospitals by AIAN in California. While we do not have data outside of California, it is worth noting that our findings are also consistent with a separate study that used a voluntary national registry and found that AIAN hospitalized for acute ischemic heart disease were as likely as whites to receive a cardiac catheterization and percutaneous coronary intervention. 15 The administrative data in our study lacked key clinical information, such as the number of coronary vessels found to be atherosclerotic during cardiac catheterization or number of vessels bypassed during coronary artery bypass graft surgery. However, the Strong Heart Study, a longitudinal cardiovascular cohort conducted among AIAN in the Southwest, Northern Plains, and Oklahoma, showed that the majority of coronary artery disease found was related to diabetes. 2 Given that patients with diabetes tend to have more severe three-vessel coronary artery disease, it maybe that AIAN had more severe coronary artery disease than non-Hispanic whites that we were unable to account for in adjustments and this may explain why our data showed higher rates of coronary artery bypass graft surgery among the AIAN group. Though our study did not show a disparity in cardiac procedures during ischemic heart disease hospitalizations for AIAN compared to non-Hispanic whites in California, it has several limitations that are important to note. First, our analysis is based on administrative data. The reliability of racial coding in administrative databases is a concern especially for races other than white, and AIAN are often misclassified. 1, 18, 19 However, we were able to overcome some of those challenges in our study by linking a file of AIAN active users of Indian Health Service funded care through Tribal Health Programs that operate in 37 counties with a statewide hospital discharge database. 18 Second, the unit of analysis and denominator for our analyses is hospitalizations and not individuals. We might have found a different result had we been able to study individuals. If for example, non-Hispanic whites were more likely than AIAN to have multiple hospitalizations to manage an episode of ischemic heart disease this could create the appearance of a similarity in the use of cardiac procedures between AIAN and non-Hispanic whites when an analysis at the person level might suggest a disparity. We were unable to analyze the data using the individual as the unit of analysis because we were not provided with individual identifiers in the OSHPD hospital discharge file that was linked with users of the Tribal Health Program. However, we did limit our sample to those acute ischemic heart disease admissions that had a 5th digit of "1" to signify initial episode of care in an attempt to minimize influence from multiple hospitalizations.
Third, we cannot account for clinical appropriateness using the hospitalization administrative data, and thus even though we have found a similarity in the use of cardiac procedures between AIAN and non-Hispanic whites hospitalized for ischemic heart disease, the rates we observed per hospitalization may reflect underuse in one group and overuse in the other. 27, 28 Research on health care disparities among other racial and ethnic groups has tended to find greater degrees of underuse in minority populations and overuse in non-Hispanic whites. 29, 30 Also we cannot account for patients who may have been offered a cardiac procedure and subsequently refused. 31, 32 Further work is needed to elucidate the mechanisms of high mortality among AIAN from ischemic heart disease. We need to understand the prevalence of cardiac risk factors, the incidence of the disease, and the factors that influence the receipt of and continued adherence to beneficial treatments. These include specialty referral patterns and patients' treatment preferences, both as inpatients and outpatients. We will need new and continued cooperation among tribes, agencies, and academic institutions to address these critical health care issues and questions.
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